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What's “Tick”-ing?

Gary A. Balsamo, DVM MPH&TM; Mary J. Murphy, MD

In July 2006, aforty year-old male HIV patient presented to a
clinic complaining of fever and rash. Two weeks prior, the patient
had noticed an erythematous macular rash on the trunk and extremi-
ties, including the palms of the hands and soles of the feet. He
developed edema and erythema of both feet and numbness in the
extremitiesthreedays prior to presentation and began to experience
asore throat twenty-four hours prior to the visit.

On physical examination, the patient was diaphoretic and ap-
peared acutely ill. Hewasfebrile (temperature: 101.3°F), tachycardic
(heart rate: 123 BPM), and exhibited mild oropharyngeal infection.
Thescleraewereclear, exhibiting no signsof icterus. Pitting edema,
erythema, warmth and tenderness were noted in the left foot. The
right foot was slightly erythematous but edema and tenderness
were absent. He al so experienced decreased sensation in the distal
left extremity.

Laboratory findingsindicated evidence of anew onset anemia
(present hemoglobin: 11.4 g/dl, hematocrit: 36; previous hemoglo-
bin: 14.1 g/dl, hematocrit: 40.8). The AST wasmildly elevated (55 1U/
1), and albumin was 2.9 g/dl.

The patient related that he had spent the month of June 2006
working and living with family memberson Long Island, New Y ork.
Shortly after hisarrival in Long Island he noticed alesion on hisleft
eyelid resembling a sty, which resolved spontaneously afew days
later. After resolution of the eyelid lesion, the patient began to
experiencenight sweatsand subjectivefevers. Thesymptomswere
accompanied by increased fatigue and eventually, paresthesia and
numbness in the lower extremities.

During the patient’s stay on Long Island he reported taking
frequent walks on the beach. He also recalled a sojourn to Fire
I sland during which he remembered sustaining ascratch on hisleft
foot as he brushed against avinewhile walking. He denied engag-
ing in unprotected sexual activity.

After referral to a hospital and an additional clinic visit, the
patient continued to experience night sweatsand fatigue. The edema
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and erythemaintheleft foot had abated somewhat and the rash had
begun to fade on the trunk, but persisted on the paims and soles.
Histemperatureand heart ratewere still mildly elevated. Laboratory
findings from the hospital indicated a persistent anemia and an el-
evated AST ( 70 1U/l). A bacteria blood culture has shown no
growth to date. The Rapid PlasmaReagin (RPR) test fromthe earlier
clinic visit was positive although an RPR from eleven months prior
had been non-reactive. He was treated with 2.4 million units of
benzathene penicillin intra-muscularly and was scheduled for two
additional doses.

The patient wasreferred to asecond clinic for serologic evalu-
ation for Lyme borreliosis, babesiosis and ehrlichiosis. Empiric
therapy for babesiosis, Lyme disease and ehrlichiosiswasinitiated
consisting of 100 mg of doxycycline twice per day for twenty-one
days, an initial dose of 500 mg azithromycin followed by 250 mg
daily for seven daysand 750 mg atovaquone twice per day for seven
days.

A week after initiating the abovetherapy, serologic resultsindi-
cated a positive titer for Babesia microti (IgM > 320). Lyme and
Ehrlichiatiterswere negative. The patient wasinformed by phone
and reported that fever and night sweats had resolved, the rash had
almost disappeared, but that some fatigue persisted. Later |abora-
tory resultsindicated persistent anemiawithout further worsening.

At afollow-up clinic visit some three weeks later, the patient
appeared well. All physical symptoms had resolved.

NOTE:

Arthropod-transmitted diseases cause enormous morbidity,
mortality and economic |osses worldwide. Babesiosis, atick borne
zoonosis, is one such arthropod-borne disease, caused by a proto-
zoan. The primary etiologic agents of human babesiosis in North
America and Europe are Babesia microti and Babesia divergens,
repectively. These causative agents are intraerythrocytic protozoa
of the phylum Apicomplexa. The organisms share some similarities
with the causative agents of malaria, Plasmodium species and can
be mistaken for such.

Animal babesiosis exists in most temperate and tropical areas
of the world and causes significant economic losses in cattle. By
1943, the disease was eradicated from cattlein the U.S. although re-
introduction isaconstant threat. B. microti isprimarily transmitted
through nymphal ticks that feed on rodents, such as the white-
footed mouse, Peromyscus leucopus. Since transstadial transmis-
sion doesnot occur between nymph and adult tick, larger adult ticks
that feed on deer and cattle are usually not vectors of the disease.
Thus B. microti is not an important infection of cattleinthe U.S.

Thefirst case of human babesiosiswasdescribedin 1956. Since
that time, hundreds of cases have been reported, mostly inthe U.S.
and Europe. The primary vector of babesiosisinthe United States

(Continued on page 2)
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isthe deer tick, Ixodes scapularis, also avector of Lymediseaseand
human granulocytic ehrlichiosis. In endemic areas, simultaneous
infections with two or three of these diseases is not uncommon.
Increased deer populationsin rural and suburban areasenhancethe
risk of transmission of both arthropod-borne diseases. The organ-
ism can al so betransmitted through bl ood transfusions and can co-
occur along with other tick-borne diseases such as Lyme disease.

In North America, B. microti infections are most often asymp-
tomatic or self-limiting. In young adults asymptomatic infections
may persist for years. The self-limiting illness usually appears one
to four weeks after the tick bite or four to nine weeks after transfu-
sion. After approximately oneweek of general malaise, loss of appe-
tite and fatigue, the patient may experience fever, muscle ache and
diaphoresis. Laboratory manifestations of hemolysis are usually
present. Occasionally elevated hepatic enzymes and thrombocy-
topenia are also observed.

Life threatening hemolytic disease, caused by direct red cell
invasion and membrane alteration by the parasite with resultant
anemia and jaundice, often occurs in the immune-suppressed pa-
tient. The condition may progress to renal failure and death. In
AIDS patients, frequent relapses and prolonged duration are often
characteristic. Lymphopeniaisoccasionally seenin cases of babe-
Siosis.

Definitive diagnosis is usually determined by demonstrating
characteristic trophozoites in thick or thin blood smears. Several
thick or thin smears are often examined before discovery of the
organism. Babesia speciesonly circulate ring trophozoites, which
makes differentiation with Plasmodium falciparum occasionally
problematic. Travel history and knowledge of morphologic differ-
ences between the organisms can be used to correctly identify the
etiology. Often a characteristic tetrad of trophozoites appears in
blood smears infected with Babesia.

Serologic testing, as utilized in the case discussed above, is
also useful. However, specific antibodies are not detected for a
minimum of oneweek followingillnessonset. Thisdelay inidentifi-
able antibody production can be a problem, especially in casesin-
volving B. divergens which often progresses to fulminant disease
rapidly.

In the United States B. microti is the most common parasite
transmitted in blood transfusions, with more than forty cases of
transfusion-related babesiosis being reported since 1980. The pro-
cess used to remove T. cruz, the causative agent of Chagas dis-
ease, is not effective in removing the agent of babesiosis. The in-
crease in geographic range of the vector, the appearance of new
causative species and increased prevalence of the organism in the
United States are disturbing. In some communities in endemic ar-
eas, serologic evidence of infection was demonstrated in ten per-
cent of inhabitants. Additionally ampleevidenceexiststhat chronic
carriers can remain parasitemic for long periods of time. Develop-
ment of methods to control transfusion associated transmission,
not initiated as of yet, seems appropriate, although the odds of
acquiring theinfection through transfusion are currently estimated
to be less than one in one million.

In the recent past, human babesiosis cases were limited geo-
graphically to suburban and rural areas of New Y ork, Massachu-
setts, Rhode Island and Connecticut, with hyperendemic areas in
coastal regions, especially Cape Cod, Nantucket and Martha sVine-
yard in Massachusetts, Fire Island in New Y ork and Block Island in
Rhode Island. However the northeastern endemic areahas expanded

to include New Jersey, where slightly less than half of the state’s
counties have reported cases, aswell as several additional eastern
and Midwestern states. Cases have also been identified in Califor-
nia, Washington, Kentucky and Missouri. As stated above, new
causative species have been identified. The causative organism of
human babesiosisin Californiaand Washington is not identical to,
but is related to Babesia gibsoni. The etiologic agent in the Mis-
souri and Kentucky cases is closely related to B. divergens, the
causative agent in Europe.

Primary prevention of babesiosisaswell asall tick-borneinfec-
tions involves prevention of tick attachment or early removal of
ticks soon after attachment. Ticksattached lessthan twenty-four to
thirty-six hours are less likely to transmit disease. Frequent tick
inspections are also recommended to facilitate early tick removal.
Useof permethrin-treated fabric and repellentsare al so recommended
for persons working in areas where ticks may be abundant.

When history of travel to endemic areas, recent blood transfu-
sion, or tick exposureis noted, babesiosisshould beincluded inthe
differential diagnosisfor febrileillnesswith evidence of hemolysis.
In usual circumstances, timely initiation of appropriate antibiotic
therapy results in complete recovery, athough exchange transfu-
sion has been used in severely ill patients with high parasitemia.

In the case mentioned above, suspicion exists that the “sty” -
like lesion noticed on the patient’s eyelid may have been, in fact, a
nymph stage of an I xodid tick or alesion secondary to previoustick
attachment, which offers an explanation for exposure to the agent.

For references or more information please contact Dr. Murphy
at the Louisiana State University Health Science Center, Section
of Infectious Diseases or Dr. Balsamo (504) 219-4593, gbal samo@

dhh.la.gov.

Diabetes in Region 3 Health

Units - Louisiana, 2006
Penny Cuneo, RN BSN

Introduction:
The purpose of this survey wasto determine the preval ence of
diabetes among the Region 3 health unit population (Southeastern
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section of Louisiana). OPH Region 3wasinterestedin determiningif
BRFSS (Behavioral Risk Factor Surveillance System) data held true
for aspecific population (Health Unit). Questionswere also added
to the survey tool inquiring about annual influenza shots, recom-
mended routine immunizations and smoking status of survey par-
ticipants.

Background:

The State of Louisiana’ s2004 Diabetes Prevention and Control
Program Annual Report reported that in Region 3, BRFSS data
showed a10.4% prevalencerate (self reported if they had ever been
diagnosed with diabetes. This percentage is high in comparison
with aUS percentage of 7% and the state of Louisiana percentage
of 8.3%.

Method:

A survey tool wasdistributed by thereceptionist to every indi-
vidual who presented at the health unit (Assumption, Lafourche-
Thibodaux, Lafourche-Galliano, St. James, St. John, St. Mary, and
Terrebonne) for services during the week of March 27- March 31,
2006. At the end of the week, all completed surveys were collected
and sent to the regional epidemiologist. The data was entered into
an Excel database. Analysiswas completed using Epi Info 2002.

Results:

A total of 506 assessment forms were collected throughout
Region 3. Of this 506, twenty-seven or 5.3% indicated they had
diabetes. More people claiming to have diabetes claimed that they
had ‘ gestational’ diabetes versus any other type of diabetes.

Most survey participants stated they did not smoke. However,
ahigher percentage of personswith diabetes stated they do smoke
vs. all respondents.

Seventy percent of personswith diabetes claim to have family
members who have been diagnosed with diabetes versusfifty per-
cent of all respondents claiming to have family members who have
been diagnosed with diabetes.

Numerous complications can arise from diabetes including:
heart disease, strokes, blindness, high blood pressure, kidney dis-
ease, hervous system disease, amputations, dental diseases and
complications of pregnancy. Many of these complications could
belessened greatly if anindividual isaware of what measures need
to betaken. There are certain recommended teststhat personswith
diabetes should have at |east annually (eye exam, foot exam, dental
exam, blood sugar [A1C], blood pressure and blood cholesteral).
Only half of the persons with diabetes claimed to have had their
blood pressure checked and eyes examined in the past twelve
months. Less than fifty percent (in many cases, much less than
50%) claim to have had foot exams, dental exams, blood sugar (A1C)
tested, and blood cholesterol checksin the past twelve months.

More than half of the persons with diabetes stated they had
been to a diabetes education class.

In looking specifically at the diabetics, two-thirds of that
population were satisfied with the diabetic care that they were
receiving. It isunknown if they were aware of what satisfactory
diabetic care entails.

About one-fourth of both groups stated they took the flu

shot every year. The percentage of persons with diabetes taking
the flu shot was slightly higher at twenty-nine percent. A higher
percentage of people with diabetes (81.5%), reported that they
and their family received recommended vaccines routinely than
did all respondents (67%).

Survey participants (both general and diabetic) did respond
more favorably to receiving recommended vaccines routinely.

The Louisiana Tobacco Program states that more than 750,000
adults (24.6%) in Louisianacurrently smoke cigarettes. About nine-
teen percent of the general survey participants claimed to smoke
and a slightly higher percentage of diabetic survey participants
smoked.

Discussion:

As literature shows that many people who have diabetes
haven't been diagnosed yet, this percentage of 5.3% could be higher.

According to this survey data, Region 3 has alower percent-
age of persons with diabetes versus the percentage of persons
with diabetes shown by the BRFSS data. There are several possible
reasons for this discrepancy:

1- People with more serious diabetes disease or complica-
tions may go to their private physician for all care versus
going to the health unit.

2 - The age group distribution of the survey may be
different from that of the BRFSS.

More education isneeded on diabetesregarding sign and symp-
toms, risk factors, long term effects of uncontrolled diabetes, recom-
mended annual testsfor diabetics and standards of carefor diabet-
ics aswell as more education on the importance of flu vaccine and
recommended vaccinesin general, especially if aperson has diabe-
tes. In addition, information could be provided to the health unit
population asto where local, diabetic classes are held.

For moreinformation, contact Penny Cuneo at (985)447-0916 or
pcuneo@dhh.la.gov.
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DEATH AT WORK:
Fatal Occupational Injuries
Louisiana, 1995-2004

Mariella Gastanaduy, MPH; Michelle Lackovic, MPH

This study examinesten years (1995-2004) of work-related fatal-
ity datafor Louisiana. A fatal work-related injury isaninjury occur-
ring at work that resultsin death.

Datawere obtained from the Census of Fatal Occupational Inju-
ries (CFOI), a Federal/State cooperative program administered by
the Bureau of Labor Statistics (BLS), which is charged with annu-
ally collecting detailed information on all work-related fatalities oc-
curring inthe U.S. The CFOI uses diverse State and Federal data
sources to identify, verify and profile fatal work-related injuries.
Information about each workplace fatality (e.g., circumstance of
the event, industry, occupation, type machinery or equipment in-
volved and other worker characteristics) is obtained by cross-ref-
erencing source documents, such as death certificates, workers
compensation records, medical examiner reportsand policereports
as well as news and other non-governmental reports.

CFOI includes fatalities resulting from non-intentional injuries
such asfalls, electrocutions and acute poisonings as well as fatal
injuries from motor vehicle crashes that occurred during travel for
work. Also included are intentional injuries (i.e., homicides and
suicides) occurring at work. Fatalitiesthat occur during aperson’s
commute to or from work are not counted nor are illnesses or any
condition produced in the work environment over a period longer
than one workday or shift.

Table 1: Number of fatal work-related

Results injuries - Louisiana, 1995-2004

During the ten-year period,

there were 1289 fatal work-related Year Number of
A . . .. eatns
|njur|e5|n.LOU|S|ana_ (Tablel) To95 o
Fatality counts ranged from 1233 123
ninety-fiveto 159 per year with an 19908 159
average of 129 fatal work injuries 1999 .
per year. Thiscorrespondsto ap- 2001 117
proximately one on-the-job fatal ooz o
injury every 2.8 days. 2004 121

Table 2: Fatal work-related injuries by
age and sex- Louisiana, 1995-2004

Thevast majority of work-re-
lated fatalities occurred among

number | percent  MeN (1201 cases, or 93.1% of all
Total Wor‘k‘-'ReIaIed 1280 Cases) (Table 2)

Feialtes Workers between 25 and 54
5;2 vor | ofs  YEAS of age accounted for

Female 38 | 6p 70.5% of al fatalities.
Age During theten-year period,
T 5 24— CFOI used two different sys-
2534 a5 | 244 temsto classify industry. From
igéj ggg gcg 1995 to 2002, CFOI used the
5564 172 | 143 1987 Standard Industrial Clas-

*Age wazﬁnitorlgpe;rted for 8 peo?)?e 4P Sfl Cation M anual h S' nce 2003’

it hasbeen using the 2002 North
American Industry Classification System. To simplify and present

an overview of industry data, industry codes for 2003 and 2004

were grouped accordingtotheearlier years. Industry datawere not
available for eighteen cases. (Figure 1)

Figure 1: Work-related fatalities by injury - Louisiana, 1995-2004
l l l l
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Crudeannual death ratesfor Louisianaand theU.S. were calcu-
lated by dividing the annual number of fatal work-related injuriesby
the number of employed persons aged sixteen years or older for the
same calendar year. Denominator data were obtained from BLS's
Current Population Survey (CPS): amonthly survey of about 60,000
househol ds representing the civilian non-institutionalized popul a-
tion of the U.S. The CPS collects|abor forceinformation from which
estimates on the number of persons employed and unemployed at
the state and national levels are calculated. (Figure 2)

Figure 2: Fatal work-related injury rate per 100,000 workers, ages 16 and
older - Louisiana and USA, 1995-2004
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As shown in Figure 2, between 1995 and 2004 the U.S. work-
related injury fatality rate declined eighteen percent. Thefigurealso
shows that in Louisiana, the rate declined seventeen percent from
7.6 deaths per 100,000 workersin 1995 to 6.3 per 100,000 workersin
2004. Despitethisdecrease, Louisiana s rate of work-related fatali-
tieshasbeen consistently higher thanthe U.S. rate: theaveragerate
for Louisianais 6.8 compared with 4.5 for the U.S. rate.

The CFOI classifieseach fatal event or exposureinto one of six
major categories.(Figure 3)

Figure 3: Fatal work-related injuries by cause of death
Louisiana, 1995-2004

Contact w Objects &
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Assaults & Violent Acts,
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Exposure to Harmful
Substances or Environ-

Transportation
ments 153 (11.9%)

Accidents 560 (43.4%)
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A significant proportion of transportation accidentsare high-
way incidents, followed by incidents where aworker is struck by a
vehicle or mobile equipment and aircraft accidents.

The contact with an object or equipment category includes
incidents where aworker is struck by an object (including afalling
object) or caught in equipment or machinery. Exposure to harmful
substancesor environments, thethird most common cause of worker
fatality, primarily involvesaccidentsresulting from contact with el ec-
tric currents or oxygen deficiency. Assault or violent acts may be
defined as a homicide or suicide. The majority of assaults were
homicidesinvolving ashooting. Fallsareprimarily afall to alower
level such asfall from aroof, ladder, or scaffold.

There were no data reported for bodily reaction and exertion
for any of the years studied; fatal event datawere not available for
five cases.

CFOI’ swork-related fatality dataindicate L ouisiana sworkforce
has a greater risk of awork-related injury than the U.S. workforce.
Therearemultiplerisk factorsassociated with work-rel ated fatalities
such asworkplace processes and design, work organization, worker
characteristics, economicsand other social factors. Thedataclearly
suggest that preventing transportation accidents (particularly high-
way accidents) would greatly impact work-rel ated fatalities and fur-
ther investigation of the factors associated with highway fatalities
iswarranted. Anobjectiveof Office of Public Health’ s (OPH) Occu-
pational Health Surveillance Program (funded by a3-year CDC grant)
is to conduct surveillance of basic occupationa health indicators
using existing datasystems, such as CFOI. Inturn, thesurveillance
findings can be used by OPH in conjunction with employers, |abor
unions, health and safety professionals and community-based or-
gani zationsto devel op and disseminate feasible and effectiveinter-
ventions that can prevent workplace fatalities.

For more information about OPH’s Occupational Health Sur-
veillance Program contact Michelle Lackovic at (504)219-4518 or
email mlackovi@dhh.la.gov.

Federal Medical Stations

Louisiana, 2006
Stacy Hall, RN MSN

A largenatural disaster (such asthe Gulf hurricanes of 2005) or
widespread terrorism event can overwhelm the medical care deliv-
ery system in an affected area. This could occur through a surge
beyond the local hospital capacity, adegradation of areahospitals
or both. Federal Medical Stations (FMS), (the prototype of which
wasin processin Louisianaprior to August 2005) are aresourceto
provide surge capability throughout the nation.

The FM S was designed by the United States Department of
Health and Human Services (DHHS) and isarecent mission assign-
ment (May, 2006) for the Division of Strategic National Stockpile
(DSNS). They require pre-planning and coordination between fed-
eral, state and local emergency plannersand responders. FMScan
be pre-positioned and configured to respond rapidly and effec-
tively to all types of public health emergencies, from significant

incidentstolarge-scal e catastrophic disasters. Therearefour types
of FMS:

* Typel Advanced hasthe capability to carefor severely ill or
injured persons, the equivalent to a conventional operation room,
ICU and basic laboratory.

* Type Il Specialized is configured for specific clinical sce-
narios, such as respiratory isolation or burn and blast care. Proto-
typesremain in development.

* Typelll Basic provideslow to mid-level acuity of careandis
aplatform for DMAT teams, special shelters, quarantine function,
alternate care facility to augment community hospital capability.

* TypelV FMSisamedica needs shelter.

A Type Ill Basic FMS has four modules. The basic support
modul e includes fifty beds with a quarantine capability. Thetreat-
ment modul eincludes medical suppliesand equipment for non-acute
care and apharmacy module. There are up to four expansion mod-
uleswith fifty beds each.

TheFM S can betransported by air or ground by the DSNS and
can be quickly establishedin existing structures. Itisrecommended
that FM Slocate closeto existing hospital sto provide definitive and
supportive care. A FMS is dependent upon a facility that meets
specific requirements. Preplanning and contingency agreements
with facilities and firms could greatly ease FMS set up. A FMSis
modeled to accommodate all age populations and includes athree
day supply of resources. A FMS consists of these supplies and
equipment only; clinical staff/personnel are provided separately by
federal or state and local health care workers or volunteers.

The DSNS will send aFMS Team with any FM'S deployment.
They are prepared to guide a group of local volunteers in offload
and setup of the FMS material. Pre-selection of sites with at |east
40,000 sguarefeet isencouraged. The FM Srequires major support.
Thisincludes: power (preferably with backup), water/food and laun-
dry services, medical-waste disposal, service for oxygen and por-
tabletoilets, restocking of commoditiesand equipment, transporta-
tion and emergency medical services resources, mortuary support,
billeting for staff and security.

An area can adapt a FM S to help meet a wide range of mass
medical care needsthat might emergein adisaster. Inthe aftermath
of Hurricane Katrinain September of 2005, DHHS and DSNS took
the program from prototype to reality almost overnight. Louisiana
officials used what was then called a Federal Medical Contingency
Station in Baton Rouge. The units the SNS deployed there were
platforms for the provision of a more advanced level of care. Vari-
ous public and private entities from nearby and also from out of
state, co-located their mobile service moduleswiththe FMS. These
modulesincluded aclinical laboratory, aradiological diagnostic fa-
cility, anintensive care unit and a surgical suite.

FM S have begun to address the nation’ s potential shortfall in
all-hazard mass casualty care events. FM S deployed 3,500 bedsin
five locations in Mississippi, Florida and Louisiana for Hurricane
Katrina. InTexas 2,000 bedsweredeployed for HurricaneRita. For
Hurricane Wilma 1,000 beds were staged at a DSNS warehouse.
Future plansinclude analysis/reassessment of deployment during
the hurricanes.

For moreinformation, please contact Ms. Hall at (504) 568-2077

or email shall @dhh.la.gov.
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LOUISIANA COMMUNICABLE DISEASE SURVEILLANCE

September-October, 2006
Table 1. Disease Incidence by Region and Time Period

HEALTH REGION TIME PERIOD
Jan-Oct Jan-Oct
DISEASE 1 2 3 4 5 6 7 8 9 Sep-Oct Sep-Oct Cum Cum %
2006 2005 2006 2005 Chg*
Vaccine-Preventable
Hepatitis B Cases 1 1 1 2 0 0 0 2 0 7 9 56 64 NA*
Rate'| 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.5 0.1 0.3 0.7 1.3 NA
Measles 0 0 0 0 0 0 0 0 0 0 0 0 NA*
Mumps 0 0 0 0 0 0 0 0 0 0 0 NA*
Rubella 0 0 0 0 0 0 0 0 0 0 0 NA*
Pertussis 0 0 0 0 0 1 0 0 1 2 4 21 46 -54.3
Sexually-Transmitted
HIV/AIDS Cases’ 9 11 1 6 2 2 9 4 2 46 129 698 883 -21.0
Rate'| 0.9 1.9 0.3 1.1 0.7 0.7 1.8 11 0.5 11 3 16 20.2 NA
Gonorrhea Cases 202 151 36 132 50 53 156 69 60 909 548 8068 7728 4.4
Rate'| 195 250 94 241 176 17.6 29.9 195 13.7 20.3 12.3 180.5 172.9 NA
Syphilis (P&S) Cases | 16 28 3 22 1 1 4 3 13 91 25 247 217 13.8
Rate" 1.5 4.6 0.8 4.0 0.4 0.3 0.8 0.8 3.0 2.0 0.6 5.5 4.9 NA
[Enteric
Campylobacter 0 0 1 6 0 0 0 1 3 11 12 87 103 -15.5
Hepatitis A Cases 0 0 1 8 0 0 0 0 1 10 9 25 57 -56.1
Rate'] 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.3 0.0 0.4 0.2 1.1 NA
Salmonella Cases 4 17 18 54 10 9 3 12 28 155 214 782 811 -3.6
Rate'] 0.2 1.8 4.8 7.6 3.7 3.3 0.6 2.8 7.3 3.0 6.0 8.9 13.8 NA
Shigella Cases 0 2 0 77 0 0 0 2 5 86 18 174 126 38.1
Rate'] 0.0 0.2 0.0 4.5 0.0 0.7 0.0 0.9 0.5 0.7 1.0 1.9 25 NA
Vibrio cholera 0 0 0 0 0 0 0 0 0 0 2 3 2 NA*
Vibrio, other 0 0 1 1 0 0 0 0 1 3 16 25 43 -41.9
Other
H. influenzae (other) 0 0 1 0 0 0 1 1 1 4 1 18 31 -41.9
N. Meningitidis 0 1 0 0 0 0 0 0 0 1 2 31 30 NA*
1 = Cases Per 100,000 2=These totals reflect persons with HIV infection whose status was first detected during the specified

time period. This includes persons who were diagnosed with AIDS at time HIV was first detected.
Due to delays in reporting of HIV/AIDS cases, the number of persons reported is a minimal estimate. Data
should be considered provisional.

* Percent Change not calculated for rates or count differences less than 10

Table 2. Diseases of Low Frequency (January-October, 2006)

Disease Total to Date
Legionellosis 10

Lyme Disease 0

Malaria 5

Rabies, animal 6

Varicella 173

Table 3. Animal rabies (September-October, 2006)

Parish No. Cases Species
Vernon 1 Bat
Ascension 1 Bat
St.Landry 1 Skunk




Sanitary Code - State of Louisiana
Chapter |l - The Control of Disease

LAC 51:11.105: The following diseases/conditions are hereby declared reportable with reporting requirements by Class:

Class A Diseases/Conditions - Reporting Required Within 24 Hours

Diseases of major public health concern because of the severity of disease and potential for epidemic spread-report by telephone immediately upon recognition that a case, a suspected case, or a positive
laboratory result is known; [in addition, all cases of rare or exotic communicable diseases, unexplained death, unusual cluster of disease and all outbreaks shall be reported.

Anthrax

Avian Influenza

Botulism

Brucellosis

Cholera

Diphtheria

Haemophilus influenzae (invasive disease)
Influenza-associated Mortality

Measles (rubeola)

Neisseria meningitidis (invasive disease)
Plague

Poliomyelitis, paralytic

Q Fever (Coxiella burnetii)

Rabies (animal and human)

Rubella (congenital syndrome)

Rubella (German measles)

Class B Diseases/Conditions - Reporting Required Within 1 Business Day
Diseases of public health concern needing timely response because of potential of epidemic spread-report by the end of the next business day after the existence of a case, a suspected case, or a positive

laboratory result is known.

Arthropod-Borne Neuroinvasive Disease and
other infections (including West Nile,
St. Louis, California, Eastern Equine,
Western Equine and others)
Aseptic meningitis
Chancroid!
Escherichia coli, Shig-toxin producing (STEC),
including E. coli 0157:H7
Hantavirus Pulmonary Syndrome

Hemolytic-Uremic Syndrome

Hepatitis A (acute disease)

Hepatitis B (acute illness & carriage in pregnancy)
Hepatitis B (perinatal infection)

Hepatitis E

Herpes (neonatal)

Legionellosis (acute disease)

Malaria

Mumps

Class C Diseases/Conditions - Reporting Required Within 5 Business Days
Diseases of significant public health concern-report by the end of the workweek after the existence of a case, suspected case, or a positive laboratory result is known.

Acquired Immune Deficiency Syndrome (AIDS)

Blastomycosis

Campylobacteriosis

Chlamydial infection?

Coccidioidomycosis

Cryptococcosis

Cryptosporidiosis

Cyclosporiasis

Dengue

Ehrlichiosis

Enterococcus, Vancomycin Resistant
[(VRE), invasive disease]

Giardia

Gonorrheat
Hansen Disease (leprosy)
Hepatitis B (carriage, other than in pregnancy)
Hepatitis C (acute illness)
Hepatitis C (past or present infection)
Human Immunodeficiency Virus
(HIV Syndrome infection)
Listeria
Lyme Disease
Lymphogranuloma Venereum?
Psittacosis
Rocky Mountain Spotted Fever (RMSF)
Staphylococcus Aureus, Methicillin/Oxacillin
Resistant[ (MRSA), invasive infection]

Class D Diseases/Conditions - Reporting Required Within 5 Business Days

Cancer

Complications of Abortion
Congenital Hypothyroidism?
Galactosemia®

Hemophilia®

Heavy Metal (Arsenic, Cadmium, Mercury)
Exposure and/or Poisoning (All ages)

Lead Exposure and/or Poisoning (All ages)

Pesticide-Related IlIness or Injury (All ages)

Phenylketonuria®

Reye's Syndrome

Severe Acute Respiratory Syndrome-
associated Coronavirus (SARS-CoV)

Smallpox

Staphylococcus Aureus, Vancomycin
Intermediate or Resistant (VISA/VRSA)

Tularemia

Viral Hemorrhagic Fever

Yellow Fever

Pertussis
Salmonellosis
Shigellosis
Syphilist
Tetanus
Tubercul osis?
Typhoid Fever

Staphylococcal Toxic Shock Syndrome
Streptococcal disease, Group A (invasive disease)
Streptococcal disease, Group B (invasive disease)
Streptococcal Toxic Shock Syndrome
Streptococcus pneumoniae, penicillin

resistant [DRSP]), invasive infection]
Streptococcus pneumoniae (invasive infection

in children <5 years of age)
Transmissible Spongiform Encephal opathies
Trichinosis
Varicella (chickenpox)
Vibrio Infections (other than cholera)

Severe Traumatic Head Injury

Severe Undernutrition (severe anemia,
failure to thrive)

Sickle Cell Disease (newborns)®

Spinal Cord Injury

Sudden Infant Death Syndrome (SIDS)

Case reports not requiring special reporting instructions (see below) can be reported by Confidential Disease Case Report forms (2430), facsimile,
(504) 219-4522, telephone, (504) 219-4563, or web base at https://ophrdd.dhh.state.la.us.
1Report on STD-43 form. Report cases of syphilis with active lesions by telephone.

2Report on CDC72.5 (f.5.2431) card.

Report to the L ouisiana Genetic Diseases Program Office by telephone at (504) 219-4413 or facsimile at (504) 219-4452.
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